
Methotrexate, a potentially 
lethal drug, was originally de-
veloped to treat malignancies. 
Now it’s being used in low, 
weekly doses to treat problems 
with the immune system. Even 
when administered properly 
and in very small doses, it can 
cause problems with a per-
son’s intestinal tract and bone 
marrow.  It is a unknown, 
high-risk drug associated with 
dozens of fatalities from mis-
use, two of which occurred in 
Missouri nursing homes.   
 
Case 1 
In January 2005, an elderly 
resident was released from a 
hospital to a nursing home.  
One of her diagnoses was 
rheumatoid arthritis, for which 
she was to receive meth-
otrexate 7.5 mg weekly, but 
the transfer order read “7.5 mg 
daily”  instead.  In smaller font 
off to the side was a notation 
“Su,” which presumably 
meant Sunday. An LPN inter-
preted the order for meth-
otrexate 7.5 mg daily. Neither 
the attending physician nor the 
pharmacist noted the error. 
The resident received meth-
otrexate daily for 19 days. Ap-
proximately one week into this 
regimen, the resident devel-
oped diarrhea and later, fever 
and lethargy.  She was hospi-
talized with a diagnosis of 
pancytopenia, which is depres-
sion of all cellular elements in 
the blood, including white 

blood cells, red blood cells, and 
platelets. The white blood cell 
count was severely depressed at 
0.5 (normal range is 4.0 to 10.5). 
The resident subsequently died. 
 
Case 2 
In May 2006, an elderly resident 
was released from a hospital to a 
nursing home with multiple di-
agnoses: dementia, rheumatoid 
arthritis, renal insufficiency, 
gout, and generalized debilita-
tion. The hospital transfer sheet, 
signed by the social worker, in-
cluded methotrexate 2.5 mg, 
three tablets (7.5 mg) daily.  
The nursing home attending 
physician did not remember au-
thorizing this dose; however, the 
resident received it for 9 days 
before becoming ill and being 
readmitted to the hospital with 
diagnoses of leucopenia 
(decreased white blood cell 
count), febrile illness, edema, 
and severe anemia. This resident 
also died.  
 
Comment 
The perils of low-dose oral 
methotrexate are clearly evident 
in dozens of patient fatalities.   
While methotrexate has a well-
established role in cancer ther-
apy, increasingly it's being used 
in low weekly doses to treat 
rheumatoid arthritis, asthma, 
psoriasis, inflammatory bowel 
disease, and other conditions. 
 
Mistakes occur because rela-
tively few medications are dosed 

weekly.  Clinicians and patients 
are much more familiar with 
daily dosing; therefore, they 
make transcription mistakes or 
misunderstand the drug’s dos-
ing directions. 
 
Clinicians should consider oral 
methotrexate a high-alert medi-
cation.  The following measures 
can help reduce the risk of fa-
talities and tragic errors when 
the drug is prescribed:  
 
· Prescribers should include a 
specific clinical indication (e.g., 
rheumatoid arthritis, psoriasis, 
etc.) within prescription direc-
tions.   
 
· Pharmacists and computer 
system managers should build 
alerts into electronic prescribing 
systems to warn clinicians 
whenever methotrexate is en-
tered so that indication and dos-
ing frequency can be assessed. 
 
· If the purpose of the medi-
cation is not apparent, pharma-
cists should speak directly with 
the prescriber to determine the 
reason for methotrexate use and 
verify the proper dosing sched-
ule and monitoring of the pa-
tient.   
· Pharmacists should estab-
lish a system that ensures outpa-
tients or their caregivers receive 
counseling when picking up 
new methotrexate prescriptions  

 
(Continued on page 6) 

Volume 5, Issue 2 

Methotrexate Causes Serious Illness, Death, When Misused 
 By David Mehr and Richard Moore 

Spring 2007 

���������	
������ 
�

����
��������
������������
�
�����
�


�

��
�����������
�
�������  ����
!�

"�

#��$�%
���&��
�
�� ������#� 
����
�
#�����'����
���
(�)�*�*+�

��

�'��������&��
�
,��
��&��
$��
�����
)�
�-.�/���� �������
0��
�

1�

��
�2���/�
���
'�
�������3�
�$
� �!�

1�

&��$�����������.�
��������4��������$�
0��
��'���$�,��'�
5���6�  ������$�
�
��'
����

*�

3�����

����7�����
�� ������#����(3�#+�
�
���'
��

*�

��������	������
���

Division of Regulation and Licensure 
Section for Long Term Care Regulation 

�����������	
 �
P.O. Box 570, Jefferson City MO 65109 

(573)526-8570  Fax (573) 751-8493 

 



Regulation 42 CFR 483.25(n), F334, 
Influenza and Pneumococcal Immu-
nizations, is effective 10/15/06 re-
quiring each Medicare-certified and 
Medicaid-certified facility to develop 
and implement an influenza and 
pneumococcal immunization pro-
gram.   
 
To comply with this regulation, fa-
cilities must employ a comprehensive 
set of policies and procedures that 
ensure all residents have an opportu-
nity to receive influenza and pneumo-
coccal immunizations.                    
For information on immunization 
programs, see http://www.cdc.gov/
nip/publications/longterm-care.pdf. 
 

Aim for the STAR  
By Pam Guyer �

www.nhqi-star.org, under the “Help” 
heading.  
 
Study Results 
 
In 2006, aggregate data were col-
lected from the STAR site.  Almost 
7,000 nursing homes, just under half 
in the nation, set targets for high-risk 
pressure ulcers and physical restraint 
quality measures.  On average, they 
showed twice as much improvement 
on these indicators compared to fa-
cilities that did not set targets.  
 
Nursing homes seeking a 25 percent 
improvement rate on these indicators 
fared even better.  Known as 
“aggressive target setters,” they were 
twice as likely to show improvement 
on physical restraint measures than 
homes setting more modest goals of 5 
or 10 percent.  For pressure ulcers, 
the results were even more dramatic.  
Aggressive target setters showed ten 
times more improvement than those 
setting lower goals.  
 
Advancing Excellence Connection 
 
Because of its success, STAR has 
now become a key component of the 
Advancing Excellence Campaign, a 
two-year project that has gained 
much support in Missouri and in-
cludes thousands of participating 
nursing homes nationwide.    
 
In Missouri, Local Area Networks 
For Excellence (LANEs), is heading 
up Advancing Excellence Campaign 
activities.  To register, visit, www.
nhqualitycampaign.org; you will then 
receive a MO LANE welcome 
packet. 
 
Participating MO LANE nursing 
homes can elect to work on at least 
three of eight campaign goals.  Half 
of the goals are clinical, and deal with 
reducing pressure ulcers in residents, 
for instance.  The other half are de-

signed to encourage organizational 
improvements, such as staff retention. 
Target setting with STAR is one of 
the simplest of these goals and, judg-
ing from the study results, may prove 
to be one of the most productive. 
 
For more information on STAR, visit:  
www.nhqi-star.org.  For more infor-
mation or to register for the Advanc-
ing Excellence Campaign, visit www.
nhqualitycampaign.org. You may 
also contact Primaris for help at  
(800) 735-6776 ext. 330. 

Archers don’t shoot with their eyes 
closed for a very good reason; they 
can’t hit a target without aiming. 
Likewise, if nursing homes want to 
improve care, they must set a goal 
and aim.  The Web site, STAR, gives 
facilities the ability to set a goal – 
such as reducing resident depression 
by 20 percent – and allows them to 
monitor progress and compare results 
and compare results to other state and 
national facilities.  
 
Medicare Quality Improvement Or-
ganizations (QIOs) developed  
STAR, which stands for “Setting Tar-
gets – Achieving Results.”  The free 
resource allows nursing homes to set 
goals easily for reducing physical re-
straints, high-risk pressure ulcers, de-
pression, chronic care pain, post-
acute car pain, and post-acute care 
pressure ulcers in residents. 
 
What’s more, nursing homes that set 
targets using STAR show improve-
ment in care, as compared to non 
goal-setting nursing homes.  The 
Centers for Medicare and Medicaid 
Services’ (CMS) analyzed the differ-
ences among homes in a December 
2006 study, and also found that 
homes with the loftiest goals showed 
the greatest improvements in care. 
 
More About STAR 
 
Though CMS provides funding for 
the STAR site, registration is confi-
dential. The goals and names of par-
ticipating nursing homes are never 
shared with state survey and certifica-
tion agencies. CMS only views ag-
gregate or de-identified data, such as 
that used in the December 2006 
study. 
 
As Missouri’s quality improvement 
organization, Primaris has been a ma-
jor advocate for STAR.  Instructions 
and a nursing home toolkit are avail-
able on the site,  
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DA-124 Forms Now Available 
Online 

 
The DA-124 forms are available on-
line, thanks to the department’s Central 
Office Medical Review Unit (COMRU).  
To access:   
 
·      Go to www.dhss.mo.gov  
·      Click on Applications & Forms 

(left side). 
·      Scroll down and select the forms 

you require: 
 

o   Initial Assessment-Social & 
Medical – DA-124 A/B  

o   Level I Nursing Facility Pre 
Admission Screening DA-124 
C   

o   DA-124 C ATT (given to any-
one who requires a Level II 
screening)   

 
Directions are included with the forms, 
which may be completed online and 
printed for signatures.  Copies of the 
forms must be kept in residents’ files.  
Send originals to: 
 
Department of Health & Senior Services 
Section for Long Term Care Regulation - COMRU 
P.O. Box 570 or 930 Wildwood (for express 
mail) 
Jefferson City, Mo. 65109   



Two new people have joined the 
Minimum Data Set (MDS) Unit and 
are eager to help long-term care fa-
cilities submit accurate MDS reports.  
Gail Ponder started as an automation 
coordinator in June and Joan Brun-
dick filled Mike DeClue’s position as 
resident assessment instrument (RAI) 
coordinator.   
 
The MDS is much more than a man-
dated form.  It is part of the RAI 
process, one that provides a standard-
ized method for comprehensive as-
sessment of complex residents.  It 
establishes a plan of care and assists 
your staff in looking at residents ho-
listically, as people with individual 
problems, needs, strengths and pref-
erences.  
 
Accuracy of the MDS is important 
because it drives care plans, affects 
Medicare reimbursement and sup-
ports data in Quality Indicator/
Quality Measure (QI/QM) reports.  
Surveyors and long-term care con-
sumers evaluate these reports closely.   
If the MDS is not accurate, it will be 
reflected in all these areas.   
 
New MDS coordinators often find 
their jobs, and the information they 
must know, overwhelming. There-
fore, we provide some tips for new 
coordinators below: 
 
1.    Go to www.qtso.org.  Scroll 

down to the “Medicare Data 
Communications Network 
(MDCN) Access Questionnaire.”  
Fill it out and fax it as instructed.    

2.    Locate all passwords regarding 
computer access and transmis-
sion of the MDS data.  Consider 
keeping this information together 
on one form. 

3.    Open the MDS on your computer 

to see what type of software you 
have.  If you are unfamiliar with 
the software, contact the software 
vendor to set up a training after 
discussing with your administra-
tor.  An MDS coordinator should 
have an MDS software manual.  
Coordinators who cannot locate 
this manual should check with 
the software company to obtain 
one. 

4.    Coordinators will also need an 
MDS Manual, dated June 2006, 
to complete the MDS.  See if 
your office has one. If you can-
not locate it, order one from 
Briggs or HC-Pro.  The manual 
can also be downloaded from: 
http://www.cms.hhs.gov/
NursingHomeQuality-
Inits/20_NHQIMDS20.
asp#TopOfPage (please note un-
derscore between 20_NHQ) 

5.    Other Web sites of interest:   

CMS has its own Web-based 
training on how to complete an 
MDS,  http://www.mdstraining.
org/upfront/ul.asp.  Please note 
easy viewing requires a fairly  
good Internet connection and 
speed. 
 
a. www.qtso.org:  Click on “ 

MDS” from the menu on the 
left hand side. Then scroll 
down to the bottom of the 
page to find a User’s Man-
ual, which includes step-by-
step instructions on transmit-
ting the MDS.  An Error 
Message Manual, which aids 
in understanding validation 
reports, and a QI/QM Man-
ual, which helps one under-
stand the QI/QM reports, are 
also located here.   

b.  www.nursinghomehelp.org:  

Click on “Educational Mate-
rials” to find a step-by- step 
guide on how to code an 
MDS item-by-item.  Case 
studies are also on this site. 

6.      Review the Missing Resident 
Report (MR00/2006txt) on the 
Validation Site of CMS’ trans-
mission page.  The report tells 
you if your predecessor was up-
to-date with MDS submissions 
or if there are errors that need to 
be corrected. 

7.    Attend the next available RAI 
workshop and your local MDS 
support group meetings. 

8.    Other resources: 
 

a. State RAI Coordinator:   
       Joan Brundick BSN, RN  
       573-751-6308     
  
b. State Automation Coordinator:        

Gail Ponder 
       573-522-8421 
 
c. Quality Improvement Pro-

gram for Missouri (QIP-
MO):  Jessica Mueller  

       573-882-0241 
 

A word of advice for nursing home 
management:  Ask the MDS coordi-
nator at your facility for the monthly 
MDS Activity and Missing Resident 
Assessment Reports.  Often adminis-
trators think the MDS process is go-
ing well and are sometimes surprised 
to later find this is not the case.   
 
We hope this information is useful in 
completing your MDS and RAI re-
ports as accurately as possible. 

Are Your MDS Reports Accurate? 
 

By Joan Brundick       �
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As the result of recent assisted living 
facility legislation, fifteen (15) long-
term care facility rules have been 
amended or adopted.  These rules will 
become effective April 30, 2007.  As 
the result of public comment and hear-
ings, some changes have been made to 
the originally proposed rules.  Listed 
below are some of the significant 
changes/key points for the three admin-
istrative, personnel, and resident care 
requirement rules: 
 
19 CSR 30-86.042 Administrative, 
Personnel and Resident Care 
Requirements for New and Existing 
Residential Care Facilities 
 
�� The criminal background check 

requirement for individuals con-
tracted to provide professional ser-
vices to facilities (e.g., plumbing 
or air conditioning repair) has been 
modified.  A facility must either do 
a background check on these indi-
viduals or ensure that facility staff 
sufficiently monitors them while in 
the facility to reasonably ensure 
the safety of all residents. 

 
�� The statutory requirement for on-

going in-service training has been 
added to the dementia-specific ori-
entation training. 

 
�� The department clarified that a fa-

cility may provide residents access 
to and screening for influenza and 
pneumococcal immunizations 
through outside resources, per a 
physician’s approval.   
 

19 CSR 30-86.045 Standards and Re-
quirements for Assisted Living Fa-
cilities Which Provide Services to 
Residents with a Physical, Cognitive, 
or Other Impairment that Prevents 
the Individual from Safely Evacuat-
ing the Facility with Minimal Assis-
tance 
 
�� The definition of the term 

“minimal assistance” has been 
modified.  Residents who need as-

sistance to traverse down stair-
ways, open a door and propel a 
wheelchair exceed minimal assis-
tance.  

 
�� Employees must receive instruc-

tions regarding their duties about a 
resident’s evacuation plan at least 
every six months, rather than every 
two months, and upon any signifi-
cant change in the resident’s plan.  
The change clarifies that the re-
quirement refers to specific staff 
only, not all employees.  

 
�� The staffing requirements previ-

ously in 19 CSR 30-86.047 have 
been moved to 19 CSR 30-86.045. 
An additional change is that an 
administrator who is physically 
present in a facility is counted as 
staff.  

 
19 CSR 30-86.047 Administrative, 
Personnel and Resident Care 
Requirements for Assisted Living 
Facilities 
 
�� The definition of “keeping resi-

dents in place” has been modified 
to include, “or when it is recom-
mended in writing by local fire 
officials as having a better likeli-
hood of success and/or a lower risk 
of injury.” 

 
��  The regulation that required an 

administrator to devote sufficient 
time and attention to the manage-
ment of the facility as is necessary 
for the health, safety and welfare 
of the residents has been deleted.  

 
�� The department clarified that as-

sisted living facilities are not re-
quired to use the pre-screening tool 
developed by the department. 

 
��  The phrase “as directed by the 

individualized service plan” has 
been added to the facility’s re-
quirements for providing care, 
services and treatments for resi-
dents. 

 

�� Requirements for acquiring a 
physician’s signature for tele-
phone and oral orders have been 
modified.  A facility will submit 
written versions of a physician’s 
oral or telephone orders to the 
physician within four (4) days of 
the giving of the  orders.  

 
�� The provisions for residents who 

exhibit mental and psychosocial 
difficulties have been modified to 
include care, services and treat-
ment provided according to the 
individualized treatment plan. 
The same modification was ap-
plied to the provisions for resi-
dents who require specialized 
rehabilitative services. 

 
�� The department clarified that ac-

cessing screening and immuniza-
tion through outside resources is 
an acceptable method to provide 
residents with an opportunity for 
influenza and pneumococcal im-
munizations with a physician’s 
approval. 

 
�� “Physician” has been added to 

the list of individuals who can 
perform resident medication re-
views.  “Pharmacist” and 
“registered nurse” are also on the 
list. 

 
�� The staffing requirements cur-

rently in effect in 19 CSR 30-
86.042 are the same. An addi-
tional change is that an adminis-
trator shall count toward staffing 
when physically present at the 
facility. 

 
The rules can be accessed at http://
www.sos.mo.gov/adrules/csr/csr.
asp and seen in their entirety March 
31, 2007 when published in the 
Code of State Regulations.    

Long-Term Care Facility Licensure Law and Rules 
SB 616 
By Janice Frank 
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Adult Day Care Gives Caregivers a Break, 
Participants Hope 
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Adult day care centers provide health 
and social services to people with Alz-
heimer’s and other disabilities, and a 
much-needed break to their caregivers.  
A few provide services only to those 
with dementia.  Care and supervision 
are provided in a protective environ-
ment during the day.   

Adult day care differs from traditional 
adult respite care because caregivers 
get a break from caregiving duties and 
their loved ones receive therapy and 
mental stimulation.  The benefits are 
many. Caregivers can continue working 
outside the home, avoid the guilt of 
placing a loved one in a nursing home, 
and have respite from what can be a 
"24/7" responsibility. 

Participants, who may suffer from trau-
matic brain injuries, chronic illnesses 
or developmental disabilities, also 
benefit. They have an opportunity to 
interact socially with peers, share in 
stimulating activities, and receive 
physical or speech therapy and assis-
tance with activities of daily living. 

A day in a center might include:  

·      supervised care; 

·      small group and individual activi-
ties such as reminiscence, sensory 
stimulation, music, art, and inter-
generational activities; 

 
·      nutritious meals; 
 
·      transportation; 

·      case management;  

·      recreation and exercise;  
 
·      nursing care;  
 

·      education;  

 

· family counseling;  
 
·      assistance with activities of daily 
living; and,  
 
·      occupational, speech and physical 
therapies.  
 
Services are customized to each partici-
pant’s needs.  Adult day care centers 
fall under the jurisdiction of 19 CSR 
30-90. 
 
Visit, www.dhss.mo.gov/
SeniorServices/index.html, for the loca-
tions of Missouri’s licensed adult day 
care centers.  Click on “Adult Day Care 
Map” to view map locations or on 
“Freestanding Adult Day Care Pro-
gram” to view a directory of licensed 
centers.   
 

Medicare does not cover adult day care 
costs, but Medicaid may pay if an indi-
vidual qualifies financially and the cen-
ter follows a medical or an Alzheimer’s 
model.  Some day care centers offer 
need-based scholarships. Others may 
use a sliding-fee scale based on in-
come. Private medical insurance poli-
cies sometimes cover a portion of adult 
day care costs, but registered and li-
censed medical personnel must be in-
volved in the participant’s care. Long-
term care insurance may also pay for 
adult day care services, depending 
upon the policy. Dependent care tax 
credits may be available to caregivers.  

If you have any questions, please call 
the Section for Long-Term Care at 573-
526-8524.   

Resource for Article:  National Respite 
Network and Resource Center – Fact 
Sheet #54, www.archrespite.org/
archfs54.html.  

 

On February 6, 2007, Country Aire Re-
tirement Estates, a 60 bed Skilled Nurs-
ing Facility and a 16 bed Residential 
Care Facility was informed of the need 
to evacuate the residents of their long 
term care facility due to a propane gas 
leak in Lewistown, MO.  The evacua-
tion began at 9:00AM and by 11:00AM 
the last 5 residents were enroute to their 
destination.  Facility administration, 
along with their medical director,  
worked together to set up a command 
post at an office in Monticello and from 
that site they distributed food, equip-
ment, paper products and assisted in 
sending Country Aire staff to assist the 
other facilities in providing care for the 
residents.  Facility administration con-
tinued to communicate with the receiv-
ing facilities and families involved over 
the next several hours and overnight to 
ensure the transfer of residents was suc-
cessful and to make sure everything had 
gone well for the residents. 
 
On February 7, 2007, the residents of 
Country Aire Retirement Estates were 
allowed to return to the facility.  Facil-
ity administration worked to arrange 
transportation for the residents back 
home to Lewistown and they developed 
a plan for a slow, orderly transfer back 
to the facility.   
 
Congratulations to all of the staff at 
Country Aire Retirement Estates, the 
Ambulance District and the State Emer-
gency Management Agency (SEMA) 
for doing an outstanding job in prepar-
ing for an emergency and carrying out 
an organized evacuation and return.   
 
A huge thank you to Lewis County 
Health Department who allowed the 
facility administrator to set up a com-
mand post in their office.  In addition, 
we would like to recognize all of the 
facilities and families that assisted 
Country Aire Retirement Center by pro-
viding their residents care and oversight 
during their time of need.  The facilities 
were La Belle Manor Care Center in La 
Belle, Maple Lawn Nursing Home in 
Palmyra, and Lewis County Nursing 
Home District in Canton.  
 

Are You Prepared for 
an Emergency? 

 
By Tracy Niekamp 



 

Methotrexate Causes Serious Illness, Death, When Misused  
�
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(Continued from page 1) 

and refills (e.g. mark the bag)  with a red 
flag to alert clerical staff that counseling 
is required, not optional).  
 
· Pharmacists should provide clear 
written instructions that specify a day of 
the week for taking the tablet(s). When 
possible avoid choosing Monday since it 
could be misread as "morning." Prepare 
instructions in big print.  
 
· Pharmacists should advise patients 
or their caregivers to contact their physi-
cian if they miss a dose. Tell them that a 
flare-up of any disease is unlikely with 
one missed dose.  

 
· Pharmacists should ensure written 
drug information leaflets are given to 
patients or their caregivers and contain 
clear advice about the weekly dosage 
schedule, not a daily dosing schedule.  
 
· Prescribers and pharmacists should 
explain to patients that taking extra doses 
is dangerous and that the medication 
should not be used “as needed” for 
symptom control.  They should encour-
age feedback to ensure that patients un-
derstand the weekly dosing schedule. 
 
· Prescribers and pharmacists should 
solicit help from a responsible caregiver 
if the patient appears to have cognitive or 
severe sensory difficulties.  
 
· Prescribe the drug as a dose pack  
(e.g., RHEUMATREX ), which helps to 
reinforce the weekly dosing schedule.* 
 
In the nursing homes, high risk drugs 
such as methotrexate need to be “red-
flagged” so staff will be certain the dos-
age is correct.    

The Long Term Bulletin is published quarterly by the Section for Long-Term Care.  Suggestions for future articles may be sent to  
Sam.Pherigo@dhss.mo.gov, or by calling (573) 526-8570.   
 
If you would like additional information about Long Term Care, please visit the Department of Health and Senior Services on the web at  
www.dhss.state.mo.us and click on Senior Services. 
 
The Section has also developed a voluntary E-mail List Serve which contains information on grants, upcoming workshops, training schedules, 
and changes to rules and regulations.  To add your name, please notify us at:  Sam.Pherigo@dhss.mo.gov or (573) 526-8570.   

 

The drug can be particularly prob-
lematic in long-term care because 
physicians caring  for nursing home 
residents may be unfamiliar or un-
comfortable with its use and limita-
tion, and rarely use it.    
 
Virtually all catastrophic medical er-
rors occur after a sequence of mis-
takes.  Case 1 is a classic illustration 
of a nurse, physician and pharmacist 
all missing an inappropriate meth-
otrexate dosing.  Nursing homes as 
well as other providers need to de-
velop systems to identify high-risk 
medications so that tragic mistakes 
are prevented. 
 
* (Reference:  Institute for Safe Medi-
cation Practices) �

 

Congratulations,  
Missouri!   

Nursing Homes doing 
Good Job Vaccinating 

Residents 
 

By Joan Brundick 

 
Missouri’s nursing homes are doing 
a good job getting residents vacci-
nated for influenza and pneumonia.  
Almost 87 percent of chronic care 
residents have received an influenza 
shot and almost 75 percent have re-
ceived a pneumonia shot.  Those 
numbers are close to the national 
average.  Missouri also scores high 
with post-acute residents.  Though 
this population does not receive ei-
ther vaccine as frequently, Missouri 
is again close to the national aver-
age of 73 percent receiving flu shots 
and 68 percent receiving pneumonia 
shots, according to the Centers for 
Medicare and Medicaid Ser-
vices’ (CMS) Nursing Home Com-
pare Web site.  The four new quality 
measures were posted on this web 
site in October.  Congratulations, 
Missouri! 

EMPLOYEE 
DISQUALIFICATION 

LIST REMINDER 
 
Facilities which use agency person-
nel from a temporary staffing 
agency need to assure  Employee 
Disqualification List (EDL) checks 
are current at the time the agency 
sends a staff member into a facility.  
There have been several recent inci-
dents where agencies that have done 
EDL checks on employees at the 
time they are first hired, but that 
have not continued to check employ-
ees against the DHSS’ quarterly up-
dates.  Facilities are responsible for 
assuring no one works in the facility, 
in any capacity, whose name appears 
on the EDL.     


